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19th CardioVascular Summit: TCTAP 2014Case Summary:
A 68-year-old male without speciﬁc CAD risk factors but medical history of tongue
SCC (T3N1M0) and syphylis without treatment was sent to our ER due to chest pain
with dyspnea and hypotension in shock status. ECG showed LBBB and echocardi-
ography revealed LVEF of 18% with diffuse hypokinesis. Emergent cardiac cathe-
terization was activated and CAG showed ostial LM total occlusion, there was no
signiﬁcant lesion over RCA with collaterals to LCA. For CABG was declined, PCI
was performed.
IABP was inserted via right femoral artery ﬁrst. Then, a 6 Fr EBU3.5 guiding
catheter was engaged into the left coronary artery through right radial approach. A
0.014-inch Fielder FC wire was crossed the lesion with a Corsair catheter assistance
and placed into the LAD. The lesions were then dilated with a Sprinter 2.5 x 20 mm
balloon. Due to big angulation of ostial LCX, reverse wire technique was done with
a Crusade catheter, and the lesion of LCX was crossed by another 0.014-inch
Fielder FC wire, then dilated with the same Sprinter 2.5 x 20 mm balloon. After
IVUS study, we deployed a 3.0 x 18 mm Resolute integrity stent at LM to proximal
LCX. We inserted an additional 0.014-inch Fielder FC wire to LAD and deployed a
3.0 x 22 mm Resolute integrity stent successfully from ostial LM to proximal LAD
with culotte technique. Kissing ballooning was performed by using a 3.0 x 12 mm
NC Sprintert balloon at LM to proximal LAD and a 3.0 x 12 mm NC Sprinter
balloon at LM to proximal LCX. POT at proximal LM was done with a NC Sprinter
3.5 x 12 mm balloon ﬁnally. At the end of the procedure, IVUS study was checked
that both stents were well expanded and apposited. Final angiogram showed that the
procedure was successful. IABP was removed 2 days later and the patient was
discharge at 6th day.
TCTAP C-042
Provisional Strategy Rocks? One or Two Stents
Liang-Ting Chiang
National Taiwan University Hospital, Yunlin Branch, Taiwan
[Clinical Information]
Patient initials or identiﬁer number:
Huang ZB
Relevant clinical history and physical exam:
The 80-year-old male non-smoker has coronary artery disease, hypertension, hyper-
lipidemia, and peptic ulcer disease. He received coronary intervention in 2005 with
bare metal stents in his proximal RCA, mid LAD, and distal LCX. The last coronary
angiography in May, 2007, showed left main 50% stenosis, in-stent restenosis in LCX
and RCA stents. The stents with ISRS underwent balloon angioplasty with good
results.
In recent months, he suffered from intermittent chest tightness even with multi-drug
medical therapy, including beta-blockers, clopidogrel, angiotensin-II receptor antag-
onist, and nicorandil. The thallium showed severe anterior stress-induced ischemia
and he was admitted for coronary angiography and possible intervention.
On admission, he was a relatively healthy look elderly. The vital signs were normal
with pulse rate 60-70bpm, and with blood pressure around 120/70mmHg. He got pink
conjunctivae without goiter, carotid bruit, or jugular vein engorgement. The breathing
sound was clear and the heart sound was regular heart beats without signiﬁcant
murmur. The bowel sound was normal active. There was no pitting edema.
Relevant test results prior to catheterization:
Thallium scan showed ischemia, severely at anterior wall.JACC Vol 63/12/Suppl S j April 22–25, 2014 j TCTAP Abstracts/CASRelevant catheterization ﬁndings:
LM: Distal 70% stenosis, with ulcerative plaque
LAD: Proximal 70% stenosis, mid stent ISRS 50%
LCX: Proximal 40% stenosis, OM stent no ISRS
RCA: Irregularity, no ISRS
[Interventional Management]
Procedural step:
Target: LM-LAD
GC 6Fr EBU 3.5
GW1 Sion BC1 Sprinter 4.0x15mm
GW2 Runthrough ﬂoppy BC2 Quantum Apex 4.5x15mm
GW3 BMW Elite BC3 Trek 4.0x15mm
1. Engage GC to LCA, pass GW1 to d-LAD
2. I met difﬁculty to pass GW2 to d-OM, with wire going to distal LCX proper
3. Wiring GW3 to distal LCX proper and pass Crusade catheter to wiring GW2
to distal OM
4. Do IVUS with Boston Scientiﬁc Atlantis:
The IVUS could not be passed to LCX due to the large left main bifurcation angle.
The LCX os seemed relatively healthy, evaluated from LAD, with the plaque located
at the opposite side à Provisional stenting planned
5. Balloon dilatation with BC1 to LM-LAD up to 10A11”
6. Stenting to LM-LAD with Endeavor Resolute 4.0x30mm up to 12A9” à
Plaque shift to LCX os
7. Wire shifting
8. Post-stenting dilatation to LM-LAD with BC2 up to 16A10”
9. Balloon dilatation with BC1 to LM-LCX up to 6A6” to LM-LCX
10. Kissing balloon technique (KBT): BC2 in LM-LAD 12A9”/ BC1 in LM-
LCX up to 10A9”
11. IVUS à LAD stent not well expanded, LCX os seemed acceptable
12. Balloon dilatation with BC2 to LM-LAD up to 20A10”
13. KBT: BC2 in LM-LAD up to 12A16” / BC1 in LM-LCX up to 10A16”
14. IVUS: LCX is severe stenosis with large plaque burden à change to 2 stent
strategy
Due to the angle and difﬁcult positioning, Culotte was chose rather than TAP.
15. Stenting to LM-LCX with Endeavor Resolute 4.0x24mm up to 10A9”
16. BC2 failed to cross the stent for post-stenting dilatation
17. KBT: BC3 in LM-LAD and BC1 in LM-LCX up to 10A11”
18. IVUS à good stent apposition
19. The ﬁnal ﬂow was goodE/Bifurcation and Left Main Stenting S91
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19th CardioVascular Summit: TCTAP 2014Case Summary:
The 80-year-old male non-smoker has coronary artery disease, hypertension, hyperlip-
idemia, and peptic ulcer disease. He received coronary intervention in 2005 with bare
metal stents in his proximal right coronary artery (RCA), mid left anterior descending
artery (LAD), and distal left circumﬂex artery (LCX). The last coronary angiography in
May, 2007, showed left main 50% stenosis, in-stent restenosis in LCX and RCA stents.
The stents with ISRS underwent balloon angioplasty with good results.
In recent months, he suffered from intermittent chest tightness even with multi-drug
medical therapy, including beta-blockers, clopidogrel, angiotensin-II receptor antag-
onist, and nicorandil. The thallium showed severe anterior stress-induced ischemia
and he was admitted for coronary angiography and possible intervention.
On admission, he was a relatively healthy look elderly. The vital signs were normal
with pulse rate 60-70bpm, and with blood pressure around 120/70mmHg. He got
pink conjunctivae without goiter, carotid bruit, or jugular vein engorgement. The
breathing sound was clear and the heart sound was regular heart beats without
signiﬁcant murmur. The bowel sound was normal active. There was no pitting
edema.
The coronary angiography showed distal left main (LM) 70% stenosis, with ulcerative
plaque, proximal LAD 70% stenosis, mid LAD stent restenosis about 50%, proximal
LCX 40% stenosis, no restenosis in obtuse marginal artery (OM) stent, and irregular
RCA without in-stent restenosis. The gentleman refused coronary bypass surgery and
percutaneous coronary intervention was planned.
I engaged 6Fr Medtronic EBU 3.5 as guiding catheter to left coronary artery. One Asahi
Sion wire was passed to distal LAD. It was difﬁcult to wire Terumo Runthrough ﬂoppy
wire to OM, which was passed to distal LCX proper. A Kaneka Crusade microcatheter
was used along the Terumo Runthrough ﬂoppy wire, to pass Abbott BMW-Elite through
it to distal OM. Intra-vascular ultrasound was performed with Boston Scientiﬁc Atlantis,
which could not go into LCX due to the large bifurcation angle. The IVUS was checked
from mid LAD to LM. The LCX os seemed relatively healthy, evaluated from LAD and
LAD, with the plaque located at the opposite side. Therefore, provision stenting was
planned to set one stent to LM-LAD. Balloon dilatation to LM-LAD was performed with
Medtronic Sprinter 4.0x15mm, up to 10atm by 11 seconds. A Medtronic Endeavor
Resolute 4.0x30mm stent was deployed to LM-LAD with 12atm by 9 seconds. Plaque
shifting with compromised LCX os was noted. The wires were shifted. Post-stenting
dilatation with Boston Scientiﬁc Quantum Apex 4.5x15mm was performed with 16atm
by 10 seconds. The LCX os was dilated by Medtronic Sprinter 4.0x15mmwith 6atm by 6
seconds. Kissing balloon technique was then performed, with Boston Scientiﬁc Quantum
Apex 4.5x15mm in LM-LAD, and Medtronic Sprinter 4.0x15mm in LM-LCX, both
dilated with 10atm by 9 seconds. The IVUS showed the stent not fully expanded in LAD
and the LCX os seemed acceptable. The stent was dilated again with Boston Scientiﬁc
Quantum Apex 4.5x15mm with 20atm by 10 seconds. Kissing balloon technique was
performed again, with Boston Scientiﬁc Quantum Apex 4.5x15mm in LM-LAD, with
12atm 16 seconds, and Medtronic Sprinter 4.0x15mm in LM-LCX, with 10atm 16
seconds The IVUS then found severe stenosis over LCX os with large plaque burden. The
intervention strategy was changed to 2 stent. TAP (T-stent with small protrusion) was not
chosen due to the extreme difﬁculty for localization by angiography. Culotte technique
was practiced to ensure the plaque completely covered by stents. Another Medtronic
Endeavor Resolute 4.0x24mm was deployed to LM-LCX with 10 atm by 9 seconds. The
Boston Scientiﬁc Quantum Apex 4.5x15mm could not pass the lesion anymore that
Kissing balloon technique was performed with Abbott Trek 4.0x15mm in LM-LAD and
Medtronic Sprinter 4.0x15mm in LM-LCX, both with 10atm by 11 seconds. The stents in
LM were well apposed, checked by IVUS, and the ﬁnal coronary ﬂow was good.
In this case, we chose provisional stenting initially to avoid much metal birden,
although a little doubt did exist, taking the LCX plaque into consideration. AfterS92 JACC Vol 63/12/Suppl S j April 22–2changing one-stent to two-stent strategy, we performed Culotte stenting with reversed
sequence, with the stent in main and straight branch deployed ﬁrst. This made difﬁ-
culty to deploy the second stent and to ensure the stent apposition, due to the large
angle of the left main bifurcation.
The case implied that if there were doubt for provisional stenting, although with
minimal possibility, and a second stent for strategy change would meet severe difﬁ-
culty to deploy, possibly with failure, why not choose 2-stent strategy at ﬁrst.
TCTAP C-043
What’s the Culprit Lesion?
Wei-Ru Chiou, Kuang-Te Wang
Mackay Memorial Hospital Taitung Branch, Taiwan
[Clinical Information]
Patient initials or identiﬁer number:
77649085
Relevant clinical history and physical exam:
Age: 72 y/o
Gender: Male
PH: Hypertension, hyperlipidemia, GB stone s/p OP
AMI, SVD, LAD(M) 99% s/p primary PCI with BMS on 2012-09-13
Relevant catheterization ﬁndings:
LM 40w50% stenosis, LAD(M->D) diffuse 50w60% stenosis (distal to the previous
lesion)
LCX: Insigniﬁcant stenosis
RCA: Patent
[Interventional Management]
Procedural step:
1. LM (M) 40w50% stenosis, LAD (M->D) diffuse 50w60% stenosis is noted
by angiogram and no critical lesion is got by angiogram.
2. Perform FFR for the intemediate lesion. The result of FFR is 0.75 at LAD-D
and 1 at LCX.
3. After IVUS check up, we recognize the culprit lesion in LAD-D.
4. But FFR is still 0.78 after treatment of LAD-D by 3.0 x 30mm BMS.
5. So the culprit lesion should be located in the LMT to LAD and there was 50%
stenosis and the CSA 5-6 mm2 by IVUS. We performed PCI by 4.0*24 DES
in LMT to LAD, the ﬁnal FFR is about 0.91 at LAD-D and well apposition is
got by IVUS.5, 2014 j TCTAP Abstracts/CASE/Bifurcation and Left Main Stenting
